Pregnancy and childbirth were a time of unique vulnerability to violence victimization because of changes in women's physical, social, emotional, and economic needs during pregnancy. This study aims to determine the factors associated with gender-based violence among pregnant women attending antenatal care clinic (ANC). A cross-sectional study was conducted among 202 pregnant women attend antenatal ward of primary health care centre (PHC) of Syangja district during September 2014 to December 2014 by using semi-structure questionnaire with face to face interviews. SPSS software was used for analysis the data. The prevalence of gender based violence (GBV) among pregnant women was found to be 91.1%. The socio-demographic variables such as ethnicity, religious, the age of respondents, the age of marriage, occupation, and annual income had no association with the experience of different types of GBV (p > 0.05). However, there was a statistically association between husband education (p=0.03), the age of marriage (p=0.039) and type of marriage (p=0.013) in case of psychological and economic violence whereas there was no statistically association between with other types of violence. In conclusion, gender based violence during pregnancy was a major prevalent public health problem is Syangja district of Nepal. Focus on age of marriage, types of marriage and education of husband may reduce gender based violence among the pregnant women. Women's empowerment, economic autonomy, sensitization, awareness and needed of large-scale population-based surveys were the major recommendation of this study.
Introduction
Gender-based violence is a global pandemic which takes different forms like physical violence (i.e. pushing, kicking, throwing objects, hitting with hands or objects, choking, attacking with a knife or blade, and shooting, sexual and emotional abuse), sexual violence (i.e., forced sexual relations, demanding sex or 100 psychological/emotional (i.e., insults, belittlement, threats to woman or someone she cares about or threat of abandonment). The causes of gender-based violence are multidimensional including social, economic, cultural, political and religious. 1, 2 Different forms of GBV cause physical and mental harm, limit access to education, incur medical and legal costs, reduce productivity, and lower income.
The causes of gender-based violence are multidimensional including social, economic, cultural, political and religious. 1, 2 Different forms of GBV cause physical and mental harm, limit access to education, incur medical and legal costs, reduce productivity, and lower income.
Women and girls are the most at risk and most affected by gender-based violence because women who suffer abuse during childhood are at greater risk than other women of becoming victims of violence as adults. 3, 4 Women may believe that pregnancy is a protective factor against violence and that their partners will be more sympathetic towards them. 5 But, pregnancy and childbirth were a time of unique vulnerability to violence victimization because of changes in women's physical, social, emotional, and economic needs during pregnancy. 6 Violence during pregnancy poses a severe threat to women's health and in the extreme can even cause the mother and her unborn child's death. Similarly, violence during pregnancy is associated with adverse pregnancy outcomes such as low birth weight, spontaneous abortion, bleeding during pregnancy, preterm labor, preterm delivery and higher neonatal deaths. 5 Extreme stress and anxiety provoked by violence during pregnancy may lead to preterm delivery or reduce women's ability to obtain nutrition, rest, exercise, and medical care. 7 To improve the health of pregnant women and their infants, it is important that research investigates the risk factors for violence among the pregnant women. 6 This study aims to determine the factors associated with gender-based violence among pregnant women attending antenatal care clinic (ANC).
Methods
Between September 2014 and December 2014, a crosssectional study was conducted in the antenatal ward of primary health care centre (PHC) of Syangja district, The study populations were pregnant women attending the antenatal clinic in PHC of Syangja district of Nepal at the time of the study. The sample size was determined using the formula n0=z2pq/d2, where n0 is calculated sample size, d is a degree of accuracy which is 0.07, z is the confidence interval (1.96), and p is the proportion which is 50%. The calculated sample size was 196. But when finite total expected pregnancy (N) at Syangja district was 7,802 then final population correction n=n0/(1+n0/N) was applied. Now the required sample size for the study was 192, and it was increased to 202 to take care of nonresponse error (5%). Required pregnant women were selected by consecutive sampling method where simple random sampling method were used to selected three primary health centers from each three constituencies. All pregnant women who attended the antenatal clinic of PHC facility were eligible for the study. Pregnant women were excluded if they are admitted for delivery and did not attain ANC at PHC.
The data were collected using a semi-structure questionnaire with face to face interviews. The validity of the data collected was ensured by experts. A pilot study was conducted on 10% of sample size at the size in Sisuwa PHC, Kaski district. Local language (Nepali and Gurung) were used for the face-to-face interview. Data analysis software (Ms. Excel and SPSS version 20) were used for data processing and analysis. All statistical tests were carried out at 5% (0.05) level of significance. Descriptive and inferential statistics (mean, median, mode, standard deviation, Chi-square test) were preferred for data entry and analysis.
Results and Discussion
The mean age of pregnant women attends the ANC was 22.96±3.723 years (15-37 years). The majority, 77.7% (157) were from rural areas, 99% (200) were married, and 49% (99) were of upper caste group as shown in Table 1 Factor Influencing Gender Based Violence among Pregnant Table 3 shows there was not statistically association between experience in types of violence (psychological. economic, physical and sexual violence) of residence, . Arrange marriage had high prevalence than love marriage that was statistically significant with experience of psychological violence where p=0.013. The respondent husband who had a secondary level of education had a high prevalence of psychological violence in comparison with another level that was statistically significant which p=0.030. In the case of economic violence (control), the respondents who had married below 20 years had high prevalence of economic violence and statistically significant i.e. p=0.039. But there was no statistical association between husband education, types of marriage and age of marriage with other types of violence (i.e. physical violence and sexual violence). In this study, the prevalence of GBV among pregnant women was found to be 91.1%. It clearly reflects that gender-based violence among pregnant women attending antenatal clinic was a major public health problem. These findings suggest that gender-based violence during pregnancy demands special attention, because it affects women in a moment of great physical and emotional vulnerability. 8 This was consistent with study conducted in Amhara regional state of Ethiopia which shows that the prevalence of domestic violence was 78.0%. 9 Unlike in our study, gender-based violence was incomparable higher to the prevalence of GBV among pregnant women at Paropakar Maternity and Women Hospital, Kathmandu, study in Parsa District of Nepal and study in Nigeria. 7, 10, 11 Probable reasons for the high prevalence recorded in this study are culturally embedded. In the part of the country where the study was conducted, there is an obvious power imbalance between men and women. 7 Similarly, this might have been because rates of gender-based violence vary, depending on how gender-based violence is defined (e.g. physical, emotional or sexual abuse), the way the questions were posed (the number of and detail in the questions), and the way in which the questions were asked (for example, written survey or face-to-face interview). Other differences may be due to the characteristics of the women studied, the use of single versus multiple interviewers, and whether women are questioned about current or past abuse. 12 There was not statistically association between experience in types of violence (psychological. economic, physical and sexual violence) of residence, ethnicity, age of respondents, religious, occupation, and respondent's education (p > 0.05). Similarly, concealment was a major finding in a study of north central Nigeria which shows that violence an with the age, educational level, occupation and religion of the women. 13 But it was inconsistent with the study was done in Parsa district of Nepal which shows that Muslim had a high prevalence of violence as compared to another caste which was statistically significant (p=0.017). 11 One reason for the difference was the number of Muslim religious respondents was 1.5% in this study. In this study, there was statistically association between husband education (p=0.03) and type of marriage (p=0.013) in the case of psychological violence and age of marriage (p=0.039) in economic violence whereas there was no statistical association between other types of violence. This was the consistent with the study conducted in a study of north central Nigeria which shows that husbands which had lower educational level were more frequently exposed to violence (p=0.05). 13 Similarly, a study done in Parsa district of Nepal shows that types of marriage were significant association with the prevalence of GBV (p=0.005) which was consistent with this study. 11 These findings suggest that arrange marriage there was strongly associated with the experience of gender-based violence that take a long time to understand the nature of husband, a family where they couldn't explain any difficulties. Likewise, study conducted in Iran shows that age of marriage was significant association with the violence (crude odds ratio (COR)=2.40) which was similar to this study. 14 Generalizations cannot be made by these results because this was a cross-sectional study and the focus was on a specific sample. This study was unable to identifying causal relationships, which was the limitation of the study.
Conclusions
In conclusion, gender-based violence during pregnancy was a major prevalent public health problem is Syangja district of Nepal. Focus on the age of marriage, types of marriage and education of husband may reduce genderbased violence among the pregnant women. Health-care providers should increase their awareness to husband and family of the risk of gender-based violence and early marriage to protect women from GBV among pregnant women. Women's empowerment and economic autonomy, sensitization and needed of large-scale population-based surveys to better understand the best approach to screen for GBV during pregnancy were the major recommendation of this study.
